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Jessop: Tumour Lymphangiectasis of Lower Lid thirty-one years and had eight pregnancies, five children being alive; two children dying in infancy and one miscarriage.
The tumour hangs from the lower lid a very little distance from the ciliary border. It appears to arise from the whole length of the lid and has therefore a broad skin pedicle. It is covered over by the skin, which is smooth from stretching. It is globular in shape, 41 cm. transversely, 4 cm. vertically, and 17 cm. antero-posteriorly. The tumour pits very easily on pressure, and is in most of its extent semi.fluid to the touch; in the lower part it is somewhat thickened. It is transparent by transillumination. On the conjunctival surface of the lower lid there is a bluish, transparent appearance. The swelling was punctured by the needle of a syringe, but no fluid could be drawn off.
On moderate pressure the tumour does not become smaller.
During the last few days the right upper lid has been swollen and cedematous, and in the right temporal region there has been some thickening and cedema. The bridge of the nose is flattened, and on both sides between the nose and the eyelids the skin is thickened and aedematous. Skiagrams taken from the side and in front show no changes in bones or sinuses. Vision in both eyes 6, and the ophthalmoscopic appearances are normal. Mr. Harmer examined the throat and nasal passages but found nothing abnormal.
I have never seen anything exactly like this condition, but have found two recorded cases resembling it: one described by Teillais in 1882, both upper lids being involved; and the other by de Wecker in both lower lids. The condition was originally called elephantiasis nostras. Evidently it was of the nature of a lymphangioma.
After-treatment.-Under a general anesthetic considerable pressure was applied to the tumour, when it became smaller, and on continued pressure the swelling disappeared, leaving only the skin surfaces. At the same time there was much swelling in the temporal region; the eye was greatly proptosed, the conjunctiva chemosed, and the upper lid swollen and cedematous. The tumour regained its original size after six hours. On November 24, under a general anesthetic, the tumour was removed by an anterior and posterior flap, and the skin surfaces stitched together, leaving in a drainage-tube at the nasal side. On cutting into the tumour the skin surface was thickened and a cavity in the centre lined by endothelium contained blood-stained serous fluid. This endothelial lining extended up to beneath the conjunctiva of the lower lid, but there was no communication to be found by probe with the temporal region. On pressing over the cedematous swelling in the temporal region blood-stained serum exuded. The tumour, therefore, was formed by a cyst-like cavity pushing down and stretching the lower lid. The wound healed up quickly, but there is still some swelling in the right temporal region beneath the fascia. Professor Andrewes kindly examined the specimens and reports: Section shows that there is no new growth. The condition appears one of, lymphangiectasis, pure and simple. In the loose connective tissue of the dermis are dilated lymph spaces, irregular and ragged, not lined by endothelium. The skin is otherwise normal. The fluid is mixed with a good deal of blood, but has a much lower protein content than-pure serum-2'17 per cent. It is therefore probably a mixture of lymph and serum.
From the anatomical and pathological evidence the tumour was evidently caused by lymphangiectasis, the obstruction probably being in the orbit or temporal region. The enlargement of these spaces in the lower lid structures produced a large cystic formation which, gradually dilating, formed the dependent swelling of the lower lid.
DISCUSSION.
Mr. LESLIE PATON said he had seen a case similar to Mr. Jessop's, where the causation was fairly obvious. There had been severe lupus, and the scar tissue was adherent to the bone and had caused complete blockage of the lymphatic ducts draining the eyelid. It was a simple cedema, and therefore the term "elephantiasis" was almost justifiable.
Lieut.-Colonel ELLIOT said he had seen a similar case in India, of which he published the notes in the Ophthalmoscope of August, 1912.1 It was examined and was found to be due to Rhinosporidiutm kinealyi. The growth was excised with good results.
Mr. BISHoP HARMAN said that a case was shown some years ago before the Laryngological Section by Dr. Davis,2 in which the upper maxilla had been removed because of new growth. After the operation there was a condition of the same type though not so extreme as this. In that case he (the -speaker) implanted long silk drains reaching to the side of the neck, and the effect was fairly good, even though the threads had to be bent at a right angle over the site of the primary operation scar. The patient was now dead. Ophthalmoscole, 1912 , x, p. 428. 2 Proceedings, 1911 
